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GOVERNMENT PERSONNEL MUTUAL LIFE INSURANCE COMPANY (GPM Life) 
                                                                             P O Box 659567, San Antonio, TX 78265-9567          Telephone: (210) 357-2222 
PART TWO OF APPLICATION FOR LIFE INSURANCE – MEDICAL  
Amount of Life Insurance applied for with GPM Life Insurance Company for which this examination is being conducted $_________. 

STATEMENTS BY THE PROPOSED INSURED MADE TO AND RECORDED BY EXAMINER 
Proposed Insured ____________________________________________________________   Birth Date  ________________________                                      
                                      First Name         Middle Initial             Last Name                                                           Month        Day          Year 
1.  a. Name and address of your personal physician?  ________________________________________________________________________________   
         (If none, so state) 
     b. Date and reason last consulted?  ____________________________________________________________________________________________  
     c. What treatment was given or medication prescribed?  ____________________________________________________________________________ 
     d.Results/Outcome?_________________________________________________________________________________________________________
 

2. a. Do you currently use tobacco in any form? (If “yes”, describe tobacco use below.).....................................  
        Cigarettes _____ packs per day            Cigars           Pipe       
        Chewing or other “smokeless” tobacco 
 b. Are you a former user of tobacco? (If “yes”, describe tobacco use below.). . . . . ...................................... .  
     Month / Year quit ____________________ 
      Describe past use of tobacco ________________________________________ 
 c. Have you used, or are you currently using alcoholic beverages? If "Yes", give types of drinks consumed,
         the number of occasions a year, and the number of drinks consumed on those occasions. 
    d. Do you exercise? If “Yes”, please describe type(s), how often per week, how long per session.... . ………. 
 e. Have you ever received or been advised to have counseling or treatment regarding the use of drugs?......  
3. Have you ever been diagnosed with or treated for: 
 a. high blood pressure, chest pain or pressure, angina, heart attack, abnormal heartbeat, congestive heart  
  failure, murmur, stroke, or any other circulatory system disorder?. . . . . . ……………………………… . . . .  
 b. cancer, Hodgkin’s disease, leukemia, or any tumor or polyp?. . . . . . . . . . . . . . . . . ………………………… 
 c. epilepsy, convulsions, seizures, severe headaches, paralysis, nervous breakdown, psychosis,  
  depression, or any other mental or nervous disorder? …………………………………………………………. 
4. In the past 10 years, have you had or been treated for: 
 a. diabetes, anemia, polycythemia, hemophilia; disorder or enlargement of any gland, including lymph  
  glands? . . . . …………………………………………………………………………………………………………. 
 b. persistent fever, cough, diarrhea, weakness or infection? . . . . . . . . . . . . . . . . . . . …………………………. 
 c. asthma, bronchitis, emphysema, tuberculosis, pneumonia, or any infection or other disorder of the  
  respiratory system? …………………………………………………………………………………………………. 
 d. ulcer, gastritis, colitis, hepatitis, cirrhosis, pancreatitis, or any other disorder of liver, gallbladder, or  
  intestines?. . . . . …………………………………………………………………………………………………….. 
 e. any disorder of the kidneys, bladder, prostate, reproductive organs or breasts; or any sexually  
  transmitted disease?  ……………………………………………………………………………………………….. 
 f. any disorder of the back, spine, bones, joints or muscles? . . . . . . . . . . . . . . . . . . . ………………………… 
5. In the past 15 years have you: 
 a. been diagnosed by a member of the medical profession as having, or been treated for,  Acquired  
  Immune Deficiency Syndrome (AIDS), AIDS Related Complex (ARC) or Human Immunodeficiency Virus 
  (HIV) disease?. . . ........................................................................................................................................ 
 b. tested positive for antibodies to the HIV virus? . . . . . . . . . . . . . . . . . . . ………….. …………………………. 
6. In addition to any doctors or hospitals listed above, in the last 5 years, have you: 
 a. been treated, examined or observed in a hospital, clinic, or other medical facility? ..................................... 
 b. consulted with any other doctors? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ………………………… 
 c. been treated for, diagnosed as having, or had an operation for any other cause(s) not listed above?. . . .. 
7. Within the past year, has your weight changed 10 pounds or more? 
 (For children under 16, report only loss) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ……………………….. 
8. Have two or more of your immediate family (parents, siblings) had heart disease, stroke or diabetes prior to 
 their age 60? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ……………………………………………………….. 
9. Proposed Insured’s:       Living:              Deceased: 
 Family History           Age                Age at Death                 Cause of Death 
Father 
Mother 
Brothers 
Sisters 
 

Witness____________________________________________________________  _______________________________________________________

Signed at_________________________________________________________this___________day of___________________________,___________

     ME12                                                                                                                                                                                                                               (0912)      

The above statements and answers are true and complete to the best of my knowledge and belief.  I agree that such statements and answers shall be part 
of the application and are made to induce Government Personnel Mutual Life Insurance Company (GPM Life) to issue the policy or contract applied for.  I 
hereby authorize any licensed physician, medical practitioner, hospital, clinic, or other medical or medically related facility, insurance company, the Medical 
Information Bureau or other organization, institution or person, that has any records or knowledge of me or my health, to give to Government Personnel 
Mutual Life Insurance Company or its reinsurer(s) any such information.  I authorize Government Personnel Mutual Life Insurance Company, or its 
reinsurers, to make a brief report of my personal health information to MIB.  A photographic copy of this authorization shall be as valid as the original.  I 
also agree that this authorization will be valid for 30 months from the date signed.  I waive all provision of law forbidding the disclosure of such information. 
The Fraud Warning required in the State in which the Part One of Application for Life Insurance was signed and dated applies to this Part Two of 
Application for Life Insurance - Medical.

                                                   (City & State)                                                                                                       (date)                                           (Month)                                            (Year)

                                                     Signature of Examiner                                                                                                               Signature of Proposed Insured
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EXAMINER’S REPORT

10a. Height Weight Males Only
(In Shoes) (Clothed) Chest (Full Inspiration) Chest (Forced Expiration) Abdomen, at Umbilicus

ft.       in.            lbs     in. in. in.
b. Did you weigh?  Yes     No Did you measure?  Yes     No
c. Is appearance unhealthy or older than stated age?   Yes     No

11. Blood Pressure (Record ALL readings, at rest):
Systolic
Diastolic -- 4th phase
Diastolic -- 5th phase

12. Pulse: At Rest After Exercise 3 Minutes later
Rate
Irregularities per min.

13. Heart: Is there any:    Enlargement  . . . Yes     No Dyspnea  . . Yes     No
Murmur(s)  . . . . . Yes     No Edema . . . . Yes     No

(Describe below – if more than one, describe separately)
Location Indicate:
Constant Apex by X
Inconstant
Transmitted
Localized Murmur area by O
Systolic
Presystolic Point of greatest
Diastolic intensity by  O
Soft (Gr 1-2)
Mod. (Gr 3-4)
Loud (Gr 5-6) Transmission by 
After exercise:
Increased For comments and your Impression:
Absent
Unchanged
Decreased
14.Is there, on examination, any abnormality of the following:

(Circle applicable items and give details.)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes No
a. Eyes, ears, nose, mouth, pharynx?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(If vision or hearing markedly impaired, indicate degree and correction)
b. Skin (incl. scars); lymph nodes, varicose veins, or peripheral arteries?  . . . .
c. Nervous System (include reflexes, gait, paralysis)?  . . . . . . . . . . . . . . . . . . .
d. Respiratory system?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
e. Abdomen (include scars)?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
f. Genitourinary system (include prostate)?  . . . . . . . . . . . . . . . . . . . . . . . . . . .
g. Endocrine system (include thyroid and breasts)?  . . . . . . . . . . . . . . . . . . . . .
h. Musculoskeletal system (include spine, joints, amputations, deformities)? . .

15.a. Are there any hernias?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
b. Any Hemorrhoids?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

16.Are you aware of additional medical history?  . . . . . . . . . . . . . . . . . . . . . . . . . . .
(A confidential report may be sent to the Medical Director)

17.Urinalysis:  Specific Gravity ____________      Albumin __________        Sugar _________
Is specimen being sent to Lab?  Yes   No   
If “YES”, Name of Lab: _______________________________________________________

I CERTIFY that I (check one)  Did   Did not    complete this examination in private at:

My office ,  Applicant’s home,  Applicant’s Office, in __________________________________________
City                                State

this ______ day of ______________   ______ at ______  A.M.  / P.M.    Signature ________________________________________
(date) (Month) (Year) (Time) (Examiner)

Agent’s Name ___________________________________   Examiner’s Address: ________________________________________
If not an appointed examiner, give names of companies for which you examine.

MCL

Give brief description or diagnostic evaluation of any
abnormality noted in the applicant’s examination.



The fee for this examination will be 
paid through the Home Office:

Government Personnel Mutual
Life Insurance Company
P.O. Box 659567
San Antonio, Texas 78265-9567
(210) 357-2222

VOUCHER STUB
                                         (Do Not Detach)

Name of Proposed Insured: (Print) ____________________________________________

Date of Birth __________________  Date Completed _____________________________
Name of Agent: (Print) _____________________________________________________
Name of Examiner: (Print) ___________________________________________________

Address of Examiner: ______________________________________________________
Examiner is:   Civilian o Military o Zip ___________________________
Examiner’s Social Security or Tax ID Number ___________________________________

Please record any additional information or comments which would assist the Medical Director to evaluate this applicant.

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

INSTRUCTIONS TO THE EXAMINER

1. This examination report, once begun, becomes the property of Government Personnel Mutual Life Insurance
Company (GPM Life) and must not be destroyed or suppressed even if the applicant or any one else offers to 
pay the examination fee in order to avoid having the report sent to GPM Life.

2. Do not examine for GPM Life any one who is your private patient or your relative.
3. Initial any corrections or alterations you make in the report; do not erase.
4. Mail completed examination and voucher to:

Government Personnel Mutual Life Insurance Company
P.O. Box 659567
San Antonio, TX 78265-9567
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Bypass Reason: N/A- Filing is of application for approval.
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Memorandum of Variability 
Explanation of Variable Statements and Fields 

For Government Personnel Mutual Life Insurance Company 
Form ME12 

 
Each variable section, statement or field is denoted by [brackets] and annotated with numbers 
in RED.  The explanations below follow the order in which the variable fields appear in the form. 

 

Variable Statements/Fields How or When Used 

Page 1 

 
1. [ P.O. Box 659567, San Antonio, TX 78265-
9567 

 

 
This is the company’s address 

 
2. [210-357-2222] 
 
                              
 
 
 

 
This is the company’s phone number 
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